Although it was Oberndorfer in 1907 who first applied the name of carcinoid to a characteristic type of tumour found in the intestinal tract, the first cases were described some years previous to this by IvUbarsch (1888), who considered that they were primary carcinomata of the ileum. Carcinoids are most commonly found in the appendix and much less frequently in the small intestine. Cooke (1930) in an analysis of 92 cases in the latter situation found that the primary lesion lay in the duodenum in only two cases, in the jejunum in eleven, and the ileum in seventy-nine. The tumour is a decidedly uncommon finding in the large bowel, although Ashworth and Wallace (1941) in a review of the unusual locations of carcinoids, described a total of 12 cases in which the tumour was present in the colon or rectum. Two of these were located in the caecum, 2 in the sigmoid colon and 2 in unspecified sites. The remaining 6 were found in the rectum.
The origin of carcinoid tumours has in the past led to much controversy, but it is generally agreed to-day that Masson (1914 ; was right in his theory that they arise from the Kulchitsky cell of the intestinal tract. These cells are described as chromaffine as they have a marked capacity for reducing potassium dichromate, and argentaffine because of their silver-reducing property which enables their granules to be stained a deep black colour in sections. Examination of the normal intestine shows these cells scattered in the epithelium, and they are said to be more numerous in the crypts than on the villi. Here they lie with their flattened bases resting on the basement membrane and their narrow necks leading upwards to the lumen of the crypt. Extra-epithelial argentaffine cells are also found, and may be demonstrated readily by silver staining methods, in the tunica propria of the intestinal tract.
The origin of the Kulchitsky cell is controversial. Masson (1914 ; Post-mortem Examination.
The body was that of a well-nourished, elderly man. There were many adhesions in the upper abdomen, especially in the region of the pyloric end of the stomach and the duodenum. On the posterior wall of the first part of the duodenum there was a very chronic ulcer measuring 2 cm. in diameter, and with a deep crater measuring 1.5 cm. at its pyloric end. The gastro-duodenal artery ran vertically across the base of the ulcer, and in its wall was an erosion from which blood was oozing. The intestinal tract contained a large quantity of fresh blood, and while the gut was being palpated, some rounded nodules were felt in the bowel wall.
Further examination showed that there were eight tumour masses present, seven of them being scattered in a fairly regular manner from about the middle of the small bowel down to the ileo-caecal valve ; the most distal was situated in the proximal part of the ascending colon. The upper five tumours were sessile and flattened, had a pale greyish-yellow colour resembling pieces of putty laid on the mucosal surface, and became larger from above downwards, the uppermost one being round and having a diameter of 0.3 cm., the lowest being oval and measuring 1 cm. in its long axis. The last two tumours in the small bowel were pedunculated and each measured about 1.5 cm. in size.
The one in the large bowel was situated on the posterior wall of the ascending colon a little beyond the ileo-caecal valve, was pedunculated and measured 1.3 cm. in diameter. Lying beside the inner aspect of the colon, and obviously related to the last tumour was a gland measuring 1.5 cm. in size.
It was infiltrated with white tumour tissue.
No glandular metastases were found in association with the small bowel tumours. Microscopic examination disclosed that the tumours had originated in the submucous layer. In the sessile tumours the mucous membrane was stretched but still unbroken ; in the pedunculated ones the surface was ulcerated. The cells lay in round or oval groups with a well-formed fibrous stroma between.
In the centre of the tumour these columns of cells were fairly large and, probably due to the shrinkage of fixation, appeared to lie in well-defined spaces. Towards the periphery of the lesion the cell masses became much smaller and strand-like, some of them containing less than six cells (Fig. 1) . In the larger tumours groups of cells were seen in the subserous coat of the bowel, and strands of tumour were noted to connect these with the submucous mass between the muscle fibres.
At places the resemblance to rodent ulcer was quite a prominent feature, each cell mass, except the smallest ones, being well-defined and bounded by a palisade layer of columnar epithelium. The cells in the interior of the columns were spheroidal in shape. At places there was a definitely acinar arrangement present, the spaces being lined by columnar epithelium and containing strongly acidophilic material. Special staining methods showed that the contents had the staining reactions of mucin (Fig. 2) . Many transition forms between the solid clumps of cells and the completely acinar arrangement were seen (Fig. 3) . The nuclei of the epithelial cells tended on the whole to be large and colloid, many of them showing multiple dark chromatin dots. No mitoses were observed.
The stroma was composed of well-formed fibrous tissue and* contained few blood vessels and cells, although there were small aggregations of mononuclears here and there. Sections of the tumour were stained by the silver impregnation method, and took on an almost black colour, which was due to the presence in the cells of tiny black granules which were scattered diffusely throughout the cell body (Fig. 1) . Sections of the enlarged lymphatic gland showed that it was diffusely infiltrated with tumour tissue similar to that in the bowel. In the present case involvement of the regional lymph nodes had occurred in association with one of the largest of the tumours, and it is logical to conclude that the tumour cells only overflow into the lymphatic channels when the mass has become fairly large. In most of the cases in the literature spread has not occurred beyond the lymph glands ; but in a few cases (Gasper, 1930; Verse, 1908 ; Burkhart, 1909) Cowdry (1932) if the pancreatic duct is ligated. Toro (1929) A case of multiple carcinoid tumours of the bowel is described. The origin of carcinoids and of the Kulchitsky cell is discussed.
